Abdominal pain is a frequent symptom in the child with Henoch-Schonlein purpura and raises the suspicion of intussusception or perforation. One hundred and fifty two children with a diagnosis of Henoch-Schonlein purpura over 11 years were reviewed. Of these 60 had abdominal pain, 19 gastrointestinal bleeding, and nine were suspected intussusception. Intussusception was confirmed in two of these cases with ultrasonography.
susception, necrosis, and perforation. [1] [2] [3] Intussusception is an uncommon complication, yet its diagnosis is made more difficult in this situation.4 5 Not only is its clinical presentation less distinctive, especially when the child already had abdominal symptoms and signs, but definitive diagnosis and treatment by barium or air enema is made more hazardous in view of the underlying intestinal vasculitis and may not be accessible by the enema as it will usually be in the small intestine.6
Ultrasonography was useful in the diagnosis of intussusception in two recent cases. To try to establish the extent of the problem it was decided to review the surgical experience in all patients admitted to the hospital with HenochSchonlein purpura over an 11 year period.
19 had gastrointestinal bleeding, and nine were suspected of having intussusception. Intussus but four days postoperatively he developed severe crampy abdominal pain. Abdominal ultrasound again demonstrated an intussusception in the right flank. At laparotomy on this occasion a caecocolic intussusception wvas reduced manually with little difficulty. A healthier looking small bowel was sutured side to side over a suspicious and slightly ischaemic looking patch at the site of the previous intussusception. The child recovered slowly and was discharged 18 days postoperatively. Four days later he was readmitted with abdominal pain and bloodstained faeces. Abdominal ultrasound demonstrated thickened loops of bowel but no evidence of intussusception. He was treated conservatively. His renal involvement was treated with steroids. He eventually settled and was discharged home. CASE 2 A 9 year old boy was admitted in 1990 with a seven day history of pain and swelling of his ankles and wrists, purpuric rash over both his legs and buttocks, and colicky abdominal pain. Two days after his admission, when his abdominal pain became more severe, an ultrasound was done which revealed an intussusception in the right flank, which the radiologist visualised to be occurring and reducing, and concluded to be 'loose' (fig 2) . It was decided to observe him overnight with the expectation that it might reduce spontaneously, and to repeat the abdominal ultrasound in the morning. This revealed that the intussusception was no longer present. His abdominal symptoms improved.
Three days later he again started to complain of intermittent colicky abdominal pain. A plain film of his abdomen revealed absence of caecal gas shadow. The abdominal ultrasound confirmed an intussusception, which on this second occasion appeared tight. A laparotomy was carried out without delay and an ileoileal intussusception was easily reduced manually, with plication of 'the mesentry of the terminal ileum to prevent recurrence, and an appendicectomy was done. He gradually improved and on recovery was discharged home.
Djiscussion
Some authors have drawn attention to the difficulty in the diagnosis of intussusception in Henoch-Schonlein purpura.4 5 7 Identification of patients with this complication may be obscured for a number of reasons:
(1) Abdominal symptoms are frequent among patients with Henoch-Schonlein purpura who do not have intussusception.
(2) The presentation of intussusception is variable and may be identical to that of intestinal vasculitis and oedema, or mural haematoma, not requiring surgery.2 3 (3) Intussusception may occur at any stage of the illness.2 5 (4) After surgery intussusception may occur at a different site as seen in our first case.
(5) The place of contrast studies is limited by its invasiveness, and by the fact that most intussusceptions in Henoch-Schonlein purpura are in the small bowel.6 Especially in the presence of vasculitis with severe intestinal involvement, there may be a high risk of perforation.
A previous report has described the use of ultrasound in the diagnosis of a case of intussusception in Henoch-Schonlein purpura.6 Our report highlights the use of ultrasound to diagnose or exclude intussusception as a complication of Henoch-Schonlein purpura. It is also useful as an efficient, non-invasive, and repeatable method in the postoperative period to identify or exclude recurrence or further intussusception. It may provide a way of carefully monitoring cases in which the intussusception is loose and may reduce spontaneously.
Our study confirms that abdominal symptoms are present in a significant number of children with Henoch-Schonlein purpura. Perforation of bowel is easily diagnosed on a plain film of the abdomen and was not seen in our group of patients. Intussusception was seen, but the incidence was lower than that reported in other series. 13 A total of 60 patients spread fairly evenly throughout the 11 year review had abdominal pain, but six of the nine suspected cases of intussusception occurred in the last two years. It is possible that intussusception in HenochSchonlein purpura is a more common occurrence than we have found, and that the intussusception may be loose and may reduce spontaneously as was shown by ultrasonography in our case 2. When a second intussusception occurred in this case, it was described as tight and therefore laparotomy was carried out immediately.
The intussusception was reduced easily and it is possible that it would have reduced had an expectant policy been followed. Despite this, in our current state of knowledge, we would have to recommend that the surgical line be followed when the ultrasound picture is suggestive of a tight intussusception. However, it would seem reasonable to follow a 'wait and observe' policy if it appears loose with serial ultrasonography.
We would not consider attempting a therapeutic air enema reduction (or any other con-trast enema) as the bowel is generally inflamed, haemorrhagic, and oedematous as a result of the vasculitis, making perforation a significant risk, and also as the intussusception is usually in the small bowel and will not be accessible by this form of treatment. 
